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Table 2 Distribution of 400" zone diameters recorded for 
1 5 - ~ g  roxithromycin disk diffusion susceptibility tests. 
Number of times each 
zone measurementb was reported 
Zone Streptococcus Staphylococcus Haemophilus 
diameter pneumoniae aureus intuenzae 
Imm) ATCC 49619 ATCC 25923 ATCC 49247 
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"Only 396 determinations were recorded for Streptococcus pneumoniae 
ATCC 49619. 
bProposed control limits are indicated by bold numbers. 
The results of disk diffusion tests with three 
different control strains are summarized in Table 2 and 
the proposed control limits are designated by bold 
numbers. A 6- or 7-mm range of zone diameters 
included >95% of the data for each of the control 
strains. 
The quality control parameters defined in Tables 1 
and 2 should be useful for monitoring susceptibility 
tests performed according to NCCLS methods. Other 
well-standardized methods might provide equally 
reliable results but our proposed control limits are not 
necessarily appropriate for such procedures. 
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Listeria munocytogenes septic ahritis in an 
immunocompetent adult 
Clin Microbiol Infect 1999; 5: 234-235 
A 37-year-old man presented to the Accident and 
Emergency Department in July 1997 with a 2-day 
history of swelling in the left knee. He had noticed 
a graze to the same knee 1 week previously which 
occurred while he was swimming in a public swimming 
pool. He had been seen by his general practitioner, who 
prescribed flucloxacfin, which had no effect on his 
pain and swelling. The patient was a general manager 
of a company and was fit and well with an unremark- 
able medical history. 
On examination, he was alert and orientated with 
a temperature of 38.1"C. The left knee was swollen 
with erythema and no effusion. Prepatellar tenderness 
was noted. The range of movement was &om 0 to 90'. 
There was no evidence of regional lymphadenopathy. 
A full blood count showed WCC 12.1 g/L (82% 
neutrophils), Hb 15.3 g/L, ESR 47 mm fall/h and 
CRP 80 mg/L. Knee aspiration was performed and 
yielded 7 mL of straw-colored fluid. Gram's stain 
showed no pus cells or organisms and there was no 
growth after 48 h of incubation. However, a blood- 
culture set grew Gram-positive rods which were con- 
firmed as Listeria monocytogenes using the API Listeria 
Identification Test Kit (BioMerieux, Basingstoke, UK) 
together with characteristic motility at room tempera- 
ture, catalase test, and hemolysis on horse blood agar 
[l]. The isolate was serotyped with the use of antisera 
'produced in-house' and found to be serovar 1/2a. 
A 2-mL specimen of the bursa aspirate was 
centrifuged at 10 000 g for 15 min and the deposit 
revealed Gram-variable rods. An indirect immuno- 
fluorescence test was performed on the deposit using 
two anti-listeria monoclonal antibodies [2]. The Gram- 
variable rods reacted with the monoclonal antibody 
CL17 (anti-listeria serogroup 1/2) but not the mono- 
clonal antibody CL2 (anti-listeria serogroup 4). The 
remainder of the deposit plus the fluid was trans- 
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ferred to 10 ml of brain-heart infusion broth (Oxoid, 
Basingstoke, UK), incubated at 37°C and examined for 
bacterial growth for the following 14 days. No bacteria 
were isolated. 
The blood-culture isolate was sensitive on disk 
testing (Stokes' method) to penicillin, erythromycin, 
tetracycline, gentamicin and trimethoprim, but resist- 
ant to cefuroxime and ceftazidime. The patient was 
initially treated with intravenous benzylpenicillin for 10 
days and subsequently received oral penicillin for 5 
days. He responded quickly to antibiotics and regained 
the full use of his knee. A complete food history was 
taken and he denied eating any 'high-risk' foods, 
including pate, soft cheese, salads or cook-chill foods. 
His diet had not differed from that of the other family 
members, who were well. The most likely portal of 
entry of L. monocytogenes was via a knee graze sustained 
while swimming in a public swimming pool 3 days 
before the onset of symptoms. 
His general health was excellent, but in view of the 
unusual nature of the infection, investigation of 
immune function was performed (Table 1) and did not 
reveal any abnormalities. Consent was obtained to 
perform an HIV test, which was negative. 
L. monocytogenes septic arthritis is rare, and, to our 
knowledge, this is the first reported case in a patient 
with no underlying abnormality. Of the 18 cases 
previously reported, infection occurred in either a 
prosthetic joint and/or an altered natural joint; the knee 
was affected in seven of the 18 cases [3]. The patient 
described here was younger than most of the other 
cases previously reported; the ages of 16 of the 18 cases 
ranged from 59 to 89 years, and the remaining two cases 
(aged 39 and 37 years) were renal transplant recipients. 
Table 1 Immune function screen 
Results Normal ranges 
The consumption of contaminated food is the 
principal route of transmission for human listeriosis [4]. 
Although we cannot exclude the possibility that this 
case was food-borne, we think that this is unlikely and 
that the infection resulted from direct inoculation to a 
minor injury proximal to the infected joint sustained 
approximately 1 week before onset in a swimming 
pool. Serious systemic listeriosis (not septic arthritis) in 
previously healthy individuals has been reported, but is 
rare. However, recent observations that gastrointestinal 
disease and/or fever may be the only symptom in 
the majority of cases suggests that there may be a 
considerable number of undiagnosed subclinical cases 
of this disease [5]. The diagnosis in this patient would 
have been missed if a set of blood cultures had not been 
taken, since L. monocytogenes was not isolated from the 
specimen of bursa aspirate, despite prolonged incuba- 
tion. 
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Total WBC 4 . 9 ~  1 0 9 / ~  
Total lymphocytes 1.42x lO'/L 
Total T cells 1.22x 10'/L (0.6-1.5) 
Total T cells Oio 86% total lymphocytes (58-80) 
CD4 cells osx 1091~ (0.4-1 .O) 
CD4 cells '?A 35% total lymphocytes (32-54) 
CD8 cells 0.71 x 1 0 9 1 ~  (0.24.7) 
CD8 cells % 50% total lymphocytes (16-40) Short-term treatment with amoxycillin, clarithromycin 
Immumglobulin levels 
IgG 7.9 g/L 
k A  1.2 g/L 
I& 
Complement levels 
1.4 g/L 
and lansoprazole during Helicoibacter pylori infection 
in children (6-13) 
(0.8-3) 
(0.8-2.5) 
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C3 179 mg/dl (65-1 90) 
C4 I 31 mg/dl (15-50) The optimal treatment of Helicobartev pylori ( H .  pylorq 
infection in children is still being looked for, although Protein electrophoresis: Normal pattern 
